1. MAHT in general population (10-15%, which makes hundred millions in the world)-in people with normal office BP, but elevated out-of-office BP (e.g., at workplace). 4 This MAHT can cause AF, which can be easily misclassified as "lone" (because we do not know that patient has MAHT). Some patients with this type of MAHT have MAHTinduced left ventricular hypertrophy, and their AF would be properly ascribed to left ventricular hypertrophy (and it would not be misclassified as "lone"). 2. The other type of MAHT occurs in about 30% of patients with sustained ("classic") AHT, who have diagnosed AHT and apparently well-controlled BP (by therapy), i.e., normal office BP, but not normal BP all day long, e.g., BP is not controlled in the morning and/ or in the night). 4 If AF occurs in this group-it would not be misclassified as lone AF (because we are aware of already diagnosed AHT, which excludes lone AF by definition).
Pubmed search for "masked hypertension atrial fibrillation" (20 March 2012) revealed six papers. They do not explore possible relation MAHT-AF. Accordingly, the relation (possibly causal) between two diseases with prevalence in millions worldwide has not been sufficiently explored (if at all).
Some arguments why MAHT may cause some of lone AF are the following:
1. AHT is the major cause of AF and MAHT causes morbidity and mortality close to sustained AHT. 4 Therefore, MAHT is capable of causing almost all what AHT does, and AHT is the most important risk factor for AF. 3,4 2. Excessive alcohol consumption has been a recognized cause of both AF and MAHT. 4 3. Stress (both mental and physical) has been involved in the genesis of both AF and MAHT. 4 4. High heart rate is a risk factor for AF and a characteristic which predisposes people to MAHT. 4 5. Obstructive sleep apnea is related to both AF and MAHT. 3, 4 Hence, MAHT may be another reason to explain lone AF, which is not always so "lonely".
In conclusion, some lone AF may well be the consequence of masked hypertension. It seems logical and worth checking to perform 24-h ambulatory blood pressure monitoring in patients with lone AF, at least if they have prehypertension.
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